Background {#Sec1}
==========

The adverse health consequences associated with obesity in adults are well documented. They include type 2 diabetes, cardiovascular disease, liver disease, respiratory disease, musculoskeletal disorders and certain cancers \[[@CR1]\]. The association of obesity with the development of long term conditions means that obesity is linked to a greater need for social care. In addition obese adults may have physical and social difficulties which inhibit daily living and can also require social care \[[@CR2]\]. Obesity thus has considerable health and social care cost implications \[[@CR3]--[@CR8]\]. These costs, coupled with the current high prevalence of obesity in the general population (25% of adults in England \[[@CR9]\]) highlight a requirement for effective interventions targeted at obesity prevention and reduction \[[@CR10]\]. Combining estimates of the clinical effectiveness of such interventions with an assessment of their economic impact should help to maximise the efficient allocation of public health resources.

Local authorities in England have had responsibility for public health service commissioning since April 2013 \[[@CR11]\]. Public Health England (PHE) is a national body which supports local authorities in delivery of their public health objectives and as part of this remit has developed a cost-effectiveness tool for weight loss interventions that is targeted at local authorities \[[@CR12]\]. The first phase of the tool included the costs to the health service of selected comorbidities associated with obesity but did not reflect the wider social costs of obesity because of a lack of available evidence with which to calculate them robustly. The potential economic benefits to a local authority of obesity-reducing interventions were thus underestimated. Local authorities are responsible for social care provision and are perceived to face a considerable cost burden from obesity-related social care costs but there are few published estimates of social care resource use or cost related to BMI levels. Previous studies have been conducted in the older adult populations of Ireland \[[@CR8]\] and Europe \[[@CR13]\]. There is also a lack of published data that directly link obesity with social care need \[[@CR2]\] or enable a calculation of obesity-related social care costs.

The aims of this study were to estimate the impact of BMI on the need for social care in a sample of the English population; and to estimate the expected hours of care, and thereby costs, associated with this level of need. Our findings will inform estimates of the cost-effectiveness of interventions aimed at reducing obesity in local authority settings and elsewhere.

Methods {#Sec2}
=======

Data {#Sec3}
----

We used data from the Health Survey for England (HSE), an annual survey designed to be representative of the population living in private households in England \[[@CR14]\]. The survey uses a multi-stage stratified random probability sample of households; people living in institutions are outside its scope. Since 2011 the survey has included questions for people aged 65 and over about their need for social care, and receipt of such care. Around 63% of people who receive community-based social care in England are aged 65 and over \[[@CR15]\]. The surveys do not include information about use of social care in adults aged less than 65.

Social care involves provision of help with personal care and domestic tasks to help people live as independently as possible. The need for and receipt of social care is measured in HSE using self-assessment of a number of Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs) (Table [1](#Tab1){ref-type="table"}). ADLs relate to personal care and mobility about the home, while IADLs are additional activities which are important for living independently \[[@CR15]\]. For each ADL and IADL participants are asked whether they can carry out the activity on their own; manage on their own with difficulty; only do the activity with help; or not at all.Table 1Tasks included in HSE Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs)ADLsIADLsGetting up and down stairsShopping for foodHaving a bath or a showerDoing routine housework or laundryDressing or undressingGetting out of the houseGetting in and out of bedDoing paperwork or paying billsGetting around indoorsTaking medicineUsing the toiletEating, including cutting up foodWashing face and hands

HSE also contains questions on help received in the last month by ADL and IADL, and hours of help received by source in the last week \[[@CR14]\]. Sources of help may be formal or informal. We adopt the HSE definitions of informal care but use a more restricted definition of formal care in order better to highlight care which is funded by a local authority. Informal sources of care include partners, family members and friends. Our definition of formal social care includes care provided by: home care workers/home helps/personal assistants; members of the reablement/intermediate care staff team; wardens/sheltered housing managers; and council maintenance workers. It excludes help provided by occupational therapists/physiotherapists; voluntary helpers; and cleaners.

Measured height and weight are obtained during the HSE interviewer visit. Measurements are not taken from participants who are unable to stand or are unsteady on their feet and weight measurements are not taken from participants who are pregnant. BMI (weight in kg/height in metres^2^) is based on estimated weight when measured weight exceeds a threshold of 130 kg.

In addition to BMI we also considered sociodemographic characteristics which may have an independent association with need for help with social care (sex, age, ethnicity, index of multiple deprivation (IMD) quintile, equivalised household income tertile (the tertile of household income after adjustment for household size), marital status, number of adults in the household, number of children in the household); and a binary variable indicating the presence of any limiting long term illness including mental illness.

The causal link between raised BMI and some long term illnesses leads to statistical difficulties in separating their effects on need for social care \[[@CR6], [@CR8]\]. In order to refine our estimates of the need that is ultimately attributable to BMI we constructed two additional measures of limiting long term illness and consider these separately in statistical analysis. One of the additional measures does not count individuals with only diabetes in its definition of long term illness, while the other does not count individuals with either diabetes or stroke, heart attack or angina. Both of these conditions are linked to raised BMI and the additional variables will allow the effect of other long term illnesses on need for social care to be more precisely identified. HSE does not distinguish between types of diabetes but over 90% of diabetes cases are type 2 \[[@CR16]\], and of these approximately 79% to 83% are attributable to obesity and overweight \[[@CR17], [@CR18]\]. Approximately 34%--58% of cases of heart disease or stroke are attributable to overweight or obesity \[[@CR17]\]. Other diseases are also linked to raised BMI but to a lesser extent, and as they also tend to occur less frequently in our sample we did not attempt to adjust for them.

We pooled data from the 2011, 2012 and 2013 HSE \[[@CR19]--[@CR21]\] in order to maximise sample size.

Statistical analysis {#Sec4}
--------------------

The number reporting a need for help with social care in the HSE is higher than the number reporting that they received help with care \[[@CR15]\]. This suggests an unmet need for support, with the determinants of need for care differing from the determinants of amount of help actually received. Consequently we adopted a two-step approach. In the first step we model the probability of need for care. In the second step we combine the model-predicted marginal probability of need for care by BMI with the overall mean hours of help received, conditional on receiving any help, to calculate the expected hours of help received per adult per week by unit of BMI. Thus our base case estimates of expected hours of social care received assume that there is no unmet need for care, that is care is being provided if there is a need, and that the reported hours provided are adequate to meet that need. We considered a respondent to have a self-reported need for care if they expressed at least difficulty with carrying out at least one ADL or IADL. This is consistent with the definition of need used in other HSE analyses \[[@CR15]\].

The variables for hours of help received in the previous week are categorical for all sources of care in HSE 2011 and 2012, and for informal sources of care in HSE 2013. The categories used are: less than 1 h; 1--4 h; 5--9 h; 10--19 h; 20--34 h; 50--99 h; and (in HSE 2013 only) 100 h or more. We recoded these to numeric values using the midpoints of the categories. A value of 100 h was used for the category 100 h or more.

We estimated univariable and three multivariable logistic regression models to assess the association between the self-reported need for social care and its potential determinants. Multivariable model 1 controls for all covariates except those related to limiting long term illness; model 2 controls for all model 1 covariates plus any limiting long term illness; model 3 controls for all model 1 covariates plus the long term illness definition which excludes diabetes. A fourth multivariable model was used in sensitivity analysis and controls for all model 1 convariates plus the long term illness definition which excludes heart attack and stroke. The four models aim to provide progressively more refined estimation of the effect of BMI and its associated long term illnesses on the need for social care. Wald tests adjusted for use with survey data were used to assess statistical significance of the covariates.

The univariable models consider BMI as both a continuous and a categorical variable. In order fully to capture its association with need for social care, BMI enters the multivariable models as a continuous variable. To accommodate nonlinearities in this relation we included covariates for BMI, BMI squared (BMI^2^) and BMI cubed (BMI^3^). We recoded limiting long term illness to a dichotomous variable indicating the presence of limiting long term illness only. (Non-limiting long term illness was recoded as no limiting long term illness.) Missing values were coded as a separate category for categorical covariates.

Missing BMI was calculated after imputation of missing height and weight. We considered that imputation was necessary because the reasons for missing height and weight (individuals unable to stand or unsteady on their feet) are likely to be related to the need for social care. In these circumstances a complete case analysis would be biased \[[@CR22]\]. Multiple imputation also permits a statistically more powerful analysis compared with analysis based on complete cases, as a greater number of observations may be included in modelling. A complete case analysis of model 3 was carried out as a sensitivity check.

Missing height and weight were imputed from all of the covariates considered in the regression models (except BMI) using multivariate normal multiple imputation with 50 imputations. Multivariate normal imputation was used as missing height and weight were assumed to be missing at random. Work elsewhere has indicated that this is a reasonable assumption with HSE data \[[@CR23], [@CR24]\]. As a validity check summary BMI statistics were calculated for a reduced dataset which excluded observations with missing BMI.

Analyses were undertaken in Stata 13.1 \[[@CR25]\] and account for the HSE complex survey design and sample weights.

Results {#Sec5}
=======

A sample of 6462 adults aged 65 or over was available for analysis after coding of missing values and imputation of missing height and weight. Excluding unreliable measurements 16% of the sample was missing both height and weight and 2% was missing either height or weight. For limiting long term illness there were missing data for 6 participants and these participants were excluded from analysis. Only one participant in HSE 2013 reported receipt of more than 100 h of formal help in the previous week from a single source. This observation is retained in the main analysis but its influence is considered in sensitivity analysis (Additional file [1](#MOESM1){ref-type="media"}: Table S1). It is worth noting that receipt of more than 100 h of care per week from informal sources is not unusual.

Characteristics of the study population are presented in Table [2](#Tab2){ref-type="table"}. Those with a healthy non-missing BMI comprise 20.8% of the sample but represent only 15.0% of those with a self-reported need for social care while participants with any limiting long-term illness comprise 44.3% of the sample but make up 81.4% of those with a need for care. The effect of long term illness on need for care is proportionately and progressively slightly reduced if diabetes and then heart-related conditions are excluded from its definition, but remains pronounced. Females, older age groups, more deprived IMD quintiles, those who are not married or cohabiting and households with only one adult also have a need for care that is higher than their proportionate sample size.Table 2Sample characteristics and self-reported need for social care by sample characteristicsUnweighted count% or mean^a^% of those with self-reported need for social care (95% CI)^a^BMI (excludes missing and unreliable)504528.06BMI (including unreliable and imputed)646228.15BMI category  \< 18.5520.81.1 (0.7 to 1.5) 18.5 to \<25132820.815.0 (13.4 to 16.6) 25 to \<30215233.223.0 (21.2 to 24.8) 30 to \<40140521.722.9 (21.1 to 24.7) 40+1081.72.5 (1.8 to 3.1) Missing and unreliable141721.835.6 (33.3 to 37.8)Limiting long term illness No363255.718.6 (16.9 to 20.2) Yes283044.381.4 (79.8 to 83.1)Limiting illness (definition excludes any diabetes) No409863.033.3 (31.3 to 35.3) Yes236437.066.7 (64.7 to 68.7)Limiting illness (definition excludes any diabetes or heart-related/stroke) No439867.743.2 (41.0 to 45.3) Yes206432.356.8 (54.7 to 59.0)Sex Female350045.362.6 (60.8 to 64.3) Male296254.737.4 (35.7 to 39.2)Age (years) 65--69200430.417.2 (15.5 to 18.9) 70--74160924.319.6 (17.9 to 21.3) 75--79126220.019.9 (18.1 to 21.7) 80--8490414.421.9 (20.2 to 23.7) 85+68311.021.4 (19.6 to 23.2)Ethnic Origin White620295.694.5 (93.4 to 95.7) Asian1262.23.1 (2.2 to 4.0) Black771.31.3 (0.8 to 1.9) Other310.50.5 (0.2 to 0.8) Missing260.40.5 (0.2 to 0.8)IMD quintile 1 least deprived147422.616.9 (14.9 to 19.0) 2159224.922.3 (20.1 to 24.4) 3140521.921.3 (19.2 to 23.3) 4110517.119.9 (17.8 to 21.9) 5 most deprived88613.419.6 (17.5 to 21.8)Equivalised income tertile Lowest199430.936.1 (34.0 to 38.3) Middle186728.726.0 (24.0 to 28.0) Highest86013.37.2 (6.0 to 8.3) Missing174127.130.7 (28.6 to 32.9)Marital status Not married or cohabiting256640.353.0 (50.7 to 55.4) Married or cohabiting389659.747.0 (44.6 to 49.3)Adults in household 1229135.445.6 (43.3 to 47.8) 2374656.645.6 (43.3 to 47.9) 33526.56.7 (5.4 to 8.0) 4551.11.5 (0.8 to 2.1) 5100.20.2 (−0.1 to 0.6) 660.10.3 (0.0 to 0.6) 820.10.2 (0.2 to 0.2)Children in household 0640198.998.3 (97.7 to 98.9) 1380.71.2 (0.7 to 1.7) 2180.30.4 (0.1 to 0.7) 330.10.0 (0.0 to 0.0) 410.00.1 (−0.1 to 0.2) 510.00.0 (0.0 to 0.1)Any help required with ADL or IADL No419464.3 Yes226835.7Any help received with ADL or IADL in the previous week No502477.3 Yes143822.7Type of care received in the previous week^b^ None502477.3 Informal only122219.2 Formal (LA) only781.3 Both informal and formal1382.2Mean hours of help received by source in previous week^b^ Informal133021.2 Formal (LA)2141.6 Total informal and formal140622.8^a^ Weighted and adjusted for survey design^b^Conditioned on receiving at least some help and expressing a need for help

Table [2](#Tab2){ref-type="table"} shows that the mean BMI after imputation is within one tenth of a unit of the mean BMI calculated excluding missing or unreliable measurements. This is likely to reflect the relatively small proportion of the group for whom imputations were made but indicates that imputation is satisfactory under the missing at random assumption. Those with a missing or unreliable BMI measurement are more likely to require social care than healthy or overweight BMI categories, as indicated by the categorical BMI variable in Table [2](#Tab2){ref-type="table"}.

Table [3](#Tab3){ref-type="table"} gives the odds ratios estimated by the logistic regression models. All variables are significant at the 95% level in the unadjusted models. However the number of children in a household is not a significant predictor of self-reported need for social care in multivariable models 1 or 3 while the number of adults in a household is not significant at the 95% level in models 2 or 3. A cubic functional form was found to provide the best fit between BMI and the observed data in all three multivariable models.Table 3Results of logistic regressions exploring the association between self-reported need for social care and sociodemographic characteristics. *n* = 6462 in all models^a^Unadjusted Odds Ratio (95% CI)Adjusted Odds Ratios Model 1 (95% CI)Adjusted Odds Ratios Model 2 (95% CI)Adjusted Odds Ratios Model 3 (95% CI)BMI (excludes missing)1.05 (1.04 to 1.07)\*\*BMI1.05 (1.04 to 1.07)\*\*0.36 (0.21 to 0.62)\*\*0.48 (0.27 to 0.85)\*0.44 (0.25 to 0.78)\*\*BMI^2^1.03 (1.02 to 1.05)\*\*1.02 (1.00 to 1.04)\*1.03 (1.01 to 1.05)\*\*BMI^3^1.00 (1.00 to 1.00)\*\*1.00 (1.00 to 1.00)\*1.00 (1.00 to 1.00)\*BMI category  \< 18.52.61 (0.22 to 0.67)\*\* 18.5 to \<25Ref 25 to \<300.95 (0.80 to 1.12) 30 to \<401.75 (1.47 to 2.08)\*\* 40+3.19 (2.13 to 4.77)\*\* Missing4.03 (3.38 to 4.81)\*\*Limiting long term illness NoRefRef Yes14.18 (12.40 to 16.21)\*\*12.70 (10.99 to 14.68)\*\*Limiting long term illness excluding any diabetes NoRefRef  Yes7.81 (6.93 to 8.79)\*\*7.21 (6.34 to 8.21)\*\*Limiting illness excluding any diabetes or heart-related/stroke NoRef Yes5.73 (5.10 to 6.45)\*\*Sex FemaleRefRefRefRef Male0.61 (0.55 to 0.67)\*\*0.70 (0.63 to 0.79)\*\*0.70 (0.61 to 0.80)\*\*0.74 (0.65 to 0.84)\*\*Age (years) 65--69RefRefRefRef 70--741.60 (1.37 to 1.88)\*\*1.60 (1.35 to 1.88)1.50 (1.25 to 1.81)\*\*1.56 (1.31 to 1.86)\*\* 75--792.18 (1.83 to 2.59)\*\*2.10 (1.75 to 2.51)\*\*1.89 (1.54 to 2.31)\*\*1.99 (1.64 to 2.41)\*\* 80--844.71 (3.94 to 5.64)\*\*5.03 (4.15 to 6.09)\*\*3.99 (3.16 to 5.03)\*\*4.30 (3.47 to 5.34)\*\* 85+9.08 (7.42 to 11.11)\*\*9.89 (7.92 to 12.36)\*\*9.29 (7.21 to 11.98)\*\*9.17 (7.24 to 11.63)\*\*Ethnic Origin WhiteRefRefRefRef Asian1.81 (1.18 to 2.76)\*\*1.96 (1.23 to 3.12)\*\*1.81 (1.04 to 3.15)\*2.70 (1.56 to 4.67)\*\* Black1.05 (0.65 to 1.72)0.66 (0.39 to 1.10)0.70 (0.42 to 1.16)0.80 (0.49 to 1.31) Other1.09 (0.54 to 2.17)1.26 (0.62 to 2.57)1.38 (0.49 to 3.92)1.41 (0.51 to 3.93) Missing1.91 (0.92 to 3.96)1.19 (0.50 to 2.83)1.20 (0.50 to 2.86)1.38 (0.61 to 3.17)IMD quintile 1 least deprivedRefRefRefRef 21.29 (1.09 to 1.51)\*\*1.11 (0.93 to 1.33)1.08 (0.87 to 1.32)1.11 (0.91 to 1.35) 31.45 (1.22 to 1.72)\*\*1.28 (1.07 to 1.53)\*\*1.10 (0.90 to 1.35)1.17 (0.96 to 1.43) 41.94 (1.62 to 2.31)\*\*1.55 (1.27 to 1.88)\*\*1.35 (1.09 to 1.67)\*\*1.46 (1.18 to 1.79)\*\* 5 most deprived3.00 (2.47 to 3.63)\*\*2.42 (1.94 to 3.03)\*\*2.02 (1.58 to 2.58)\*\*2.22 (1.76 to 2.81)\*\*Equivalised income tertile LowestRefRefRefRef Middle0.67 (0.58 to 0.77)\*\*0.81 (0.69 to 0.95)\*0.88 (0.73 to 1.05)0.83 (0.70 to 0.99)\* Highest0.33 (0.27 to 0.41)\*\*0.49 (0.39 to 0.61)\*\*0.62 (0.48 to 0.81)\*\*0.56 (0.44 to 0.71)\*\* Missing0.95 (0.82 to 1.09)0.86 (0.74 to 1.01)0.97 (0.81 to 1.16)0.94 (0.79 to 1.11)Marital status Not married or cohabitingRefRefRefRef Married or cohabiting0.44 (0.39 to 0.49)\*\*0.67 (0.55 to 0.82)\*\*0.69 (0.56 to 0.86)\*\*0.68 (0.55 to 0.83)\*\*Adults in household0.75 (0.68 to 0.84)\*\*1.19 (1.02 to 1.38)\*1.06 (0.90 to 1.24)1.09 (0.94 to 1.27)Children in household1.56 (1.12 to 2.19)\*\*1.24 (0.86 to 1.78)1.58 (1.09 to 2.27)\*1.35 (0.96 to 1.89)^a^ Model 2 is adjusted for limiting long term illness, in addition to the sociodemographic characteristics also considered in model 1; model 3 is the same as model 2 but uses a definition of long term illness which does not include diabetes\*\* *p* \< 0.01, \* *p* \< 0.05

In model 1 a self-reported need for social care is positively associated with female sex; age; Asian ethnic origin; more deprived IMD quintiles; lower equivalised income tertiles; and unmarried status. In model 2 these positive relations remain but are generally less pronounced. For example the average odds of need for social care in the 80--84 age group are 5.03 times those in the reference age group 65--69 in model 1 (95% CI 4.15 to 6.09) but are 3.99 times those of age 65--69 in model 2 (95% CI 3.16 to 5.03). Model 2 shows that an individual with a limiting long-term illness has odds of a self-reported need for social care which are 12.70 times those of people without a limiting long term illness (95% CI 10.99 to 14.68). This compares with the odds ratio of 14.18 seen in the univariable model (95% CI 12.40 to 16.21). The limiting illness odds ratios estimated in model 3, which excludes diabetes from its definition, are midway between these two estimates.

Regression models estimated without imputed BMI observations do not show any substantive deviation in significance or direction of the relation between BMI and social care need but do show a reduced magnitude of the relation (Additional file [1](#MOESM1){ref-type="media"}: Fig. S1). This indicates that missing height and weight is as anticipated related to the need for social care (also confirmed by Table [2](#Tab2){ref-type="table"}) and that a complete case analysis is consequently biased.

Figure [1](#Fig1){ref-type="fig"} compares the marginal probabilities of self-reported need for social care by BMI obtained from models 1 to 3. These probabilities were calculated as the average probability of need for social care of the sample at various values of BMI. The best-fit relation between BMI and need for social care is J-shaped in all models over the range of BMI considered, but the need for social care increases more rapidly with BMI under model 1 than models 2 or 3 as model 1 reflects the association of BMI and long term illness as well as the physical and social difficulties it can entail. For example an increase in BMI from 29 to 30 is associated with a marginal increase in probability of need for care of 1.91% in model 1 but 0.93% in model 2.Fig. 1Marginal predicted probabilities of self-reported need for help with Activities of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL), by BMI. Dotted lines represent 95% confidence intervals. Model 2 is adjusted for limiting long term illness, in addition to the sociodemographic characteristics also considered in model 1. Model 3 is the same as model 2 but uses a definition of long term illness which does not include diabetes

The predicted probabilities of self-reported need for care shown in Fig. [1](#Fig1){ref-type="fig"} may be combined with the average hours of care received from Table [2](#Tab2){ref-type="table"} to calculate expected hours of help received by BMI if needs were to be met with the current average provision per week. Table [2](#Tab2){ref-type="table"} shows that, conditional on receiving at least some help and expressing a need for help, the mean hours of care received per week is 21.2 h from informal sources and 1.6 from formal local authority sources. Table [4](#Tab4){ref-type="table"} gives the expected hours of care received by BMI for both formal and informal sources calculated by combining these estimates and the model marginal probabilities of need for help from Fig. [1](#Fig1){ref-type="fig"}. An alternative version of Table [4](#Tab4){ref-type="table"} excluding one individual in receipt of more than 100 h of formal care per week is provided in Additional file [1](#MOESM1){ref-type="media"} (Table S1).Table 4Expected hours of community-based social care per person per week by source of care and BMI in population aged 65 and over. Assumes that current mean hours of help received is spread uniformly across the BMI distributionBMIModel 1Model 2Model 3Formal local authorityInformalFormal local authorityInformalFormal local authorityInformal180.547.220.587.630.547.16190.516.780.557.350.526.86200.496.450.547.140.506.65210.476.240.536.990.496.50220.466.120.526.890.496.43230.466.090.526.840.486.42240.466.140.526.840.496.46250.476.250.526.880.496.55260.496.440.536.960.516.70270.506.680.537.070.526.89280.536.990.547.220.547.12290.557.340.567.390.567.39300.587.740.577.590.587.69310.628.190.597.810.618.02320.658.670.618.040.638.38330.699.170.638.290.668.76340.739.690.658.550.699.16350.7710.210.668.810.729.57360.8110.730.689.070.759.98370.8511.230.709.330.7810.39380.8811.700.729.570.8110.79390.9212.140.749.810.8411.17400.9512.530.7610.020.8711.53

Discussion {#Sec6}
==========

Our findings show that BMI is positively associated with self-reported need for social care after adjustment for sociodemographic characteristics and limiting long term illness. This agrees with previous studies which have found that the association between overweight and obesity and health or allied health service use is only partially explained by chronic health conditions \[[@CR8], [@CR13]\]. The adjusted BMI odds ratio estimates from model 2 can be interpreted as reflecting the physical and social difficulties of obesity \[[@CR2]\]. The adjusted BMI estimates from model 1 reflect implicitly, in addition, the association of BMI with all limiting long term conditions while the adjusted estimates from model 3 reflect the association of BMI with limiting long term diabetes only.

Comparison of the BMI and social care need relation of model 1 with the relation found for model 2 (Fig. [1](#Fig1){ref-type="fig"}) indicates that BMIs under 30 are associated with a lower than average prevalence of long term illness since the marginal predicted need for social care is smaller in this BMI range under model 1 than model 2. Conversely BMIs above 30 are associated with a higher than average prevalence of long term illness because the marginal need for care is smaller in this BMI range when long-term illness is adjusted for, that is under model 2. These relations thus reflect the well documented adverse health consequences of obesity \[[@CR1], [@CR26]\].

J-shaped relations between BMI and risk of all cause mortality have been reported elsewhere \[[@CR27]--[@CR32]\] and have also been found for other risk exposures including alcohol consumption \[[@CR33]\]. The lowest modelled probabilities of need of care are found at BMIs between approximately 21 and 25 (Fig. [1](#Fig1){ref-type="fig"}) and this range broadly corresponds to the optimum BMI range from a mortality perspective \[[@CR32]\]. The left lip of the J-shaped curve for BMI and mortality reflects calorie malnutrition \[[@CR33]\] and this is a plausible explanation of the upturn in need for social care at BMIs less than 21. However further work is required to confirm the causal mechanisms.

Only a proportion of the long term conditions considered here are related to obesity, and of these only a fraction is attributable to obesity \[[@CR18]\]. Model 1 captures the association of BMI with long term conditions but does not distinguish which long term conditions are caused by high BMI, or conversely whether high BMI was caused by a long term illness. On the other hand model 2 removes any long term illness effect of BMI, and is thus overly conservative in associating social care need with BMI. Model 3 considers that diabetes is largely explained by BMI and indicates that the effect of BMI on need for social care lies somewhere between the estimates given by model 1 and model 2. Results for sensitivity analysis model 4, which considers that both diabetes and heart-related conditions are largely explained by BMI, lie between the estimates given by model 1 and model 3, though closer to those of model 3. The estimates of model 3 are thus more pragmatic than the estimates given by models 1 and 2 but a prudent approach in economic modelling would be to examine the effect of all predicted sets of probability of care need on cost-effectiveness of interventions.

The expected hours of help received (Table [4](#Tab4){ref-type="table"}) can be combined with the average hourly cost of a care worker to provide base case estimates of the cost of social care by BMI for use in economic models. The total cost of providing a home care worker in England is approximately £24 per hour \[[@CR34]\] and on this basis, using model 3, the annual cost of local authority funded community-based social care for an individual with a BMI of 40 would be £1086 (£24\*52 weeks \* 0.87 h per week (Table [4](#Tab4){ref-type="table"})). The same cost for an individual with a BMI of 23 (ie, within the healthy range for BMI) is £599. For a typical English lower tier local authority with a population of 30,000 adults aged over 65 \[[@CR35]\] and a morbid obesity prevalence of 2.9% \[[@CR36]\] this equates to an annual excess social care cost of £423,000. These estimates assume that provision of social care will continue at current costs in the short term as obesity is only one of many factors driving social care utilisation.

These base case estimates for formal care costs are non-conservative because they assume that all those who indicate a need for care are in receipt of at least some care. However Table [2](#Tab2){ref-type="table"} demonstrates that there is a large unmet need for care as only 1438 respondents reported receiving help in the last week, while 2268 expressed a need for help. This equates to 62% of the weighted sample, i.e. 38% of those who expressed a need for help with at least one ADL or IADL did not receive any help. The base case cost estimates could be reduced to reflect the unmet need for care, and provide more conservative estimates for scenario analysis. Alternatively a less conservative scenario might consider that current formal social care provision is not sufficient and increase the assumed hours received per person per week, thereby increasing the cost. The wider societal cost of informal social care provision from friends and family members might also be included if an economic model is to reflect a societal cost perspective.

We opted to produce a model of the self-reported need for social care rather than directly model the hours of formal local authority help received because there were only 214 individuals in our sample of 6462 who both needed and received formal local authority care and we did not feel that this was sufficient robustly to model the hours of care received by BMI while also adjusting for other factors. Previous studies have not found a significant association between BMI category and use of home help services which may be due to a limited sample as typically only a small proportion of adults receives state-provided home help \[[@CR8], [@CR13]\]. Given that help needed and help received are governed by two separate processes a two-part model is also likely to be required \[[@CR3]\]. For these reasons we used the unadjusted mean hours of help received to calculate expected hours of help received (Table [4](#Tab4){ref-type="table"}). This is likely to be conservative as the mean hours of local authority help received may increase with BMI.

Strengths and limitations of the study {#Sec7}
--------------------------------------

Our analyses use a large probabilistic sample from HSE and are therefore reasonably robust and nationally representative. Height and weight are objectively measured at interview in HSE and not subject to self-report bias. We have made conservative assumptions and used a transparent method which provides a basis for further work.

Our study is cross-sectional in design and as such we are not able to infer causation. The findings indicate that BMI is positively associated with social care need but it is possible that social care need precedes raised BMI in time, rather than the other way around. Further work might include analysis of longitudinal data which would help to inform this question. As a cross-sectional study the estimates presented here measure the association of BMI with social care need. This may be an overestimate of causal effect if receipt of social care gives rise to higher BMIs, or an underestimate if receipt of social care gives rise to lower BMIs. However this potential endogeneity is mitigated as we have modelled need for care rather than receipt of care: given that a proportion of those needing care do not receive it (Table [2](#Tab2){ref-type="table"}) any impact of social care receipt on BMI status is reduced.

HSE does not cover people living in care homes. The care home population is likely to be on average older and less healthy, and thus have a higher level of social care need, than the population in private households \[[@CR15]\]. If the care home population is on average more obese than the population in private households then our estimates of the effect of BMI on need for social care are biased downwards.

Questions about social care are only put to HSE participants aged 65 and older. Although adults of this age represent 63% of those in receipt of community-based social care \[[@CR15]\] this is nonetheless a limitation from an economic model point of view where estimates of social care use by BMI are required for all age groups. Assumed or extrapolated age adjustments will need to be applied to the marginal probability estimates in order to reflect the need for social care in younger age groups.

We have used BMI as a measure of obesity. Consideration of alternative measures of obesity such as waist-to-height ratio may provide a more thorough understanding of the association between social care need and weight status \[[@CR7], [@CR37]\].

Conclusions {#Sec8}
===========

BMI is positively associated with self-reported need for social care after adjustment for sociodemographic factors and limiting long-term illness. The increase in need for care with BMI gives rise to additional costs in social care provision which should be borne in mind when calculating the cost-effectiveness of interventions aimed at reducing obesity.

We have incorporated our estimates into subsequent versions of the PHE weight management cost-effectiveness tool in order to improve the usefulness of this tool for estimating the potential benefits of interventions and broader activities to reduce the prevalence of obesity. It will be important to obtain better data and research evidence in future in order both to refine our estimates of the social care costs associated with obesity and to provide a fuller picture of the relation between weight status and social care costs in the care home population and at younger ages.
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